an epidural, no urge to push, and stable maternal and fetal status to have a passive second stage until the urge to push is felt. Recorded times for completed cervical dilation and the start of expulsive efforts were used to calculate passive descent time. Passive descent times greater than 2 standard deviations from the mean were excluded. Passive descent was treated as a continuous independent variable in three multiple logistic regressions predicting need for cesarean delivery (CD), development of clinical chorioamnionitis, and experience of a postpartum hemorrhage (>500mL for vaginal delivery and >1000mL for CD) respectively. The models were constructed using forward/backward model building techniques. Parity, maternal age, estimated gestational age, and neonatal weight were considered as additional independent predictors. RESULTS: We identified 2,279 low-risk labors cared for between 2008 and 2018, of whom 661 spent time in passive descent. 30 women were excluded from analysis for passive descent times greater than 248 min, two standard deviations above the mean time of 83 min (N¼2,249 labors remained with passive descent times ranging from 0 to 225 min). Passive descent time was a significant predictor of maternal hemorrhage (P<0.01), chorioamnionitis (P¼0.01), and CD (P<0.01; see Table 1 ). Increasing gestational age also predicted hemorrhage (P<0.01), whereas increasing maternal age predicted cesarean delivery. Nulliparity significantly predicted hemorrhage (P<0.01) and CD (P<0.01; see Table 1 OBJECTIVE: Many toolkits designed to support vaginal birth (VB) suggest using support measures to decrease the cesarean delivery (CD) rate. We sought to evaluate the impact of multiple complementary labor support methods on the CD rate in a low risk population. STUDY DESIGN: The pregnancy, labor, and delivery outcomes for women cared for by the Certified Nurse Midwife group at a tertiary care hospital have been prospectively entered into a quality assurance database. Of these patients considered appropriate for midwifery care, all nulliparous women without an indication for cesarean delivery on presentation to labor and delivery were included in the analysis. The following complementary measures were coded for use versus non-use: labor support doulas, laboring in water (tub or shower), creation of a birth plan, and intermittent (as opposed to continuous) fetal monitoring. An index score was created to represent the use of multiple methods, ranging from 0 (non-use of all methods) to 4 (use of all methods). Two multiple logistic regression models were created to predict CD rate, one with the index score as a single predictor and one with each method treated independently. Known risk factors for CD (maternal age, estimated gestational age, and neonatal weight) as well as labor type (induced versus spontaneous, augmented versus not) and analgesia (neuraxial versus nonneuraxial/none) were also included as predictors of CD rate in each model. Forward/ backward model building was performed to select significant factors. RESULTS: We identified 2,706 low risk laborers that were cared for between 2006 and 2018. The overall cesarean delivery rate was 21.5%. Increasing maternal age, increasing gestational age at delivery, greater infant birth weight, need for induction or augmentation, and epidural use were all associated with increasing risk of cesarean delivery (P<0.01, see Table 1 for Odds Ratios). Of the interventions designed to support vaginal birth, only intermittent monitoring was individually protective (P¼0.01). However, use of multiple methods together (as represented by incremental increases in our index score) also predicted vaginal birth (P¼0.01). CONCLUSION: In a low risk population, intermittent fetal monitoring and concurrent use of multiple labor support tools may be able to lower the cesarean delivery rate. 
